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Participants’ positive experiences of CBRC:
 i. achieved pregnancy
 ii. received good clinical care
 iii. good patient information provision by CBRC clinics
 iv. smooth transition from CBRC treatment to home obstetric care
 v. enjoyed the CBRC country (e.g. short break)
Participants’ negative experiences of CBRC:
 i. some language and cross cultural difficulties
 ii. treatment expectations sometimes not met
 iii. concerns regarding clinical risks
 iv. legal issues in home country especially in CBRC surrogacy treatment
 v. heavy emotional investment
 vi. concealed treatment from family and friends
 vii.  unanswered questions (i.e. why donor agreed to donation or share their 
egg with the participants?)
Some CBRC participants had contemplated adoption as an option however 
they felt the process of adoption posed difficulties.
All participants felt they had made the right decision to seek CBRC.
Conclusion: CBRC poses an increasing challenge for patients to make well- 
informed decisions for their treatment. This study found patients motivated 
by personal and financial factors when seeking CBRC treatment. Patients 
experienced both positive and negative experience when seeking CBRC 
treatment.
P-066 Cross-border reproductive care and psychological distress
E. Clua1, G. Lasheras2, N. Mallorquí2, M. Boada1, I. Rodríguez3, A. Veiga1
1Institut Universitari Dexeus, Reproductive Medicine, Barcelona, Spain
2Institut Universitari Dexeus, Psychiatry and Psychology, Barcelona, Spain
3Institut Universitari Dexeus, Epidemiology and Statistics, Barcelona, Spain
Introduction: Cross-border (CB) reproductive care refers to the travelling of 
patients to foreign countries in order to obtain fertility treatment. The reasons 
for travelling are legal restrictions, inaccessibility to the treatments due to the 
characteristics of the patients, unavailability of specific techniques and eco-
nomic issues1.
This phenomenon has shown to be associated with a risk of psychological 
distress (anxiety, depression) that should be taken into consideration.
The aim of this study is to determine if seeking for treatment abroad is as-
sociated with a higher risk of anxiety and/or depression in CB patients when 
compared with local patients and if CB patients present a specific differential 
personality profile.
Material and Methods: Transversal analytical observational study conducted 
between January and April 2009 and between January and September 2010.
The week previous to the transfer, patients from IVF and Oocyte donation 
filled out a self-administered structured interview (socio-demographic charac-
teristics, reproductive background, psychiatric history and cross-border issues 
and responded to validated questionnaires to determine medical anxiety (STAI-
E) (0-60), depression level (BDI) and personality profile (ZKPQ) (personality 
dimensions: Neuroticism-Anxiety, Activity, Sociability, Impulsive Sensation 
Seeking, Aggression-Hostility).
Statistical analysis: T- test or Wilcoxon Mann-Whitney test were used to com-
pare means between groups and Pearson Chi Square test was used to compare 
proportions.
ANOVA was used to compare personality profile items. All tests were bilat-
eral with a significance level set to α = 0.05.
Results: A total of 163 questionnaires was analysed (73 CB patients and 90 
local patients). In the CB group, 36 patients performed IVF with their own 
oocytes and 37 with donated oocytes, while in the local group, 54 were treated 
with IVF and 36 were oocyte recipients.
Both groups were homogeneous regarding socio-demographic character-
istics: age (CB patients: 39.9 ± 5.1 vs. local patients: 38.8 ± 5.0), marital 
status, sexual orientation and education. A higher level of unemployment was 
observed in the local when compared to CB patients (10% vs1.4%; p < 0, 05). 
We observed that the CB group had a higher average of previous ART cycles, 
including IVF and IUI (2.4 ± 2.8 vs. 1.3 ± 1.7;p < 0, 05). No significant dif-
ferences were found between groups when comparing personal psychiatric 
history.
attached to the same region of the oocyte and remained attached during the time 
of the experiment. At the moment of contact the sperm intracellular Ca2+  raised, 
this increase was more noticeable in the flagellar midpiece. We demonstrated 
that NAADP raises sperm intracellular Ca2+  and that this change was sensitive 
to the TPC specific inhibitor (NED-19). NED-19 is a fluorescent compound, we 
took advantage of this property, to indirectly localize TPC channels in sperm.
Conclusions: We recorded for the first time, sperm calcium dynamics during 
the first contact between the oocyte and the sperm. We also showed the pres-
ence of TPC channels in human sperm and demonstrated that NAADP mobilize 
calcium in these cells.
POSTER VIEWING SESSION
CROSS BORDER REPRODUCTIVE CARE
P-065 Infertility patients’ motivations for and experiences of cross 
border reproductive care (CBRC): a preliminary report
S. Lui1, E. Blyth1
1University of Huddersfield, School of Human and Health Sciences, Hudders-
field, United Kingdom
Introduction: Cross border reproductive care (CBRC) is a growing phenom-
enon and attracting increasing interest in the media, among stakeholders and 
regulatory bodies. Shenfield et al. (2010) estimated that annually 24 to 30,000 
CBRC cycles took place within Europe involving 11 to 14,000 patients. Based 
on international outgoing treatment cycles, Nygren et al (2010) estimated 
that over 5,000 CBRC cycles are performed in more than 25 countries. Many 
patients have raised concerns about their treatment including the quality as-
surance, safety requirements and treatment standards (Blyth, 2010; Infertility 
Network UK, 2009). Higher order multiple births from CBRC also pose an 
increasing challenge not only to the individual and to families, but also to health 
care providers (McKelvey et al., 2009).
Little is known about patients’ experience of CBRC. Empirical research 
into CBRC has mainly comprised surveys. Against this background this quali-
tative study aimed to explore the infertility patients’ motivations for and experi-
ences of CBRC.
Methods: Participants were recruited from 2 Infertility Support Group websites 
between 1.4.2010 – 31.10.2010. 59 enquiries were received and 26 participants (22 
female and 4 male) - 15 from the UK, 4 USA, 3 Ireland, 2 Canada, 1 France, 1 Hong 
Kong and 1 Tanzania - completed the asynchronous 8 question email interview.
Results: 
Demographic information
The average age of the participants was 40.6. 24 participants were white, 
1 African, and 1 mixed Asian and white. 61.5% had postgraduate qualification 
and 76.9% were in employment. 17 (65.4%) participants were in a heterosexual 
relationship and 9 (34.6%) were single women. 16 (61.5%) participants had 
achieved a pregnancy resulting from CBRC treatment. The most popular desti-
nations for CBRC were Spain (30.8%), USA (26.9%) and the Czech Republic 
(11.5%). Treatments required by the participants were mainly egg or /and sperm 
donation(s) (77%, n = 20).
Most participants gathered their information mainly via the web and from 
infertility support networks. 1 participant had shared care CBRC in the UK and 
Spain. All participants made travel arrangements independently.
Results from Interviews
Motivations for participants seeking CBRC:
 i. cost of treatment in home country
 ii. cheap international flights
 iii. clinics’ success rate
 iv. legal restriction in accessing treatment
 v. lack of resources (i.e. long waiting list for egg donors)
 vi. dissatisfaction of treatment in home country
 vii. last resort to get pregnant
 viii. personal preference
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measures against CBRC, territoriality and legal diversity can ensure the pres-
ence of a safety valve for the minority. As long as CBRC does not cause un-
avoidable harm or violate fundamental rights, it is recommendable for a state 
to be tolerant.
P-068 Legal regulation of medically assisted reproduction treatment in 
the C.I.S. (former USSR) countries and cross-border reproductive care
K. Svitnev1
1Rosjurconsulting, Reproductive Law & Ethics Research Center, Moscow, 
Russia C.I.S.
The comparative study of legislation of 11 C.I.S. republics shows that new 
independent states that emerged after the collapse of the USSR share common 
“soviet” history, but nevertheless reveal considerable differences in approach 
towards legal regulation of assisted reproductive technologies (ART).
5 countries (Armenia, Kazakhstan, Kirgizia, Moldova, Tajikistan) view assist-
ed reproduction through a wider context of reproductive rights and reproductive 
health. Special legislation regulating most, but not all aspects of ART is in place.
In 5 countries (Azerbaijan, Belarus, Russian Federation, Turkmenistan, 
Ukraine) there are no any specific laws on ART. Assisted reproduction to some 
extent is regulated by various laws – i.e. Family Code, Health law and direc-
tives of Health ministries, leaving some “grey” areas. In Turkmenistan for in-
stance egg/sperm/embryo donation, as well as genetic material storage are not 
covered by law, surrogacy is considered human trafficking.
One country (Uzbekistan) still lacks any legislation concerning ART, it’s 
not mentioned in the law at all.
There are no specific regulating authorities, registries for ART procedures – 
if any – are voluntary.
The legislation varies widely from one country to another, leaving some-
times blank areas (i.e. legal status of embryo, sex selection, gametes ownership 
issue, surrogacy for single intended parents, post-mortem reproduction), avoid-
ing these potentially conflictive issues.
In spite of lack of a “special” law on ART the country with most liberal re-
lated law-applying practice is Russia, where courts follow the rule “what’s not 
prohibited, is permitted”, making it possible to become parents through surro-
gacy even for unmarried couples and single men and women. Russia is working 
on a special bill to make its liberal legislation on ART more clear. 
There might be some controversies in national legislation. Surrogacy is per-
fectly legal in Azerbaijan according to the Family Code, but according to the 
law against human trafficking the same surrogacy is considered exploitation 
and so is against the law.
Unclear legal situation, differences in legal regulation of ART lead to cross-
border reproductive travel. Patients have to cross national borders trying to 
get access to techniques prohibited or not available for them in their native 
countries because of their sex, marital status or age. So, intended parents from 
the countries where surrogacy is not regulated (e.g. Moldova, Tajikistan, Uz-
bekistan) or is against the law (Turkmenistan) go to the states where it’s legal 
to become parents through surrogacy, preferring countries where a gestational 
surrogate can’t legally keep the child she delivered (Armenia, Belarus, Kazakh-
stan, Kirgizia, Ukraine).
Reproductive tourism exists even between countries with similar legisla-
tion. Some Russian couples head for Ukraine to arrange for their surrogacy 
program as a Ukrainian surrogate by law can’t keep the child. At the same 
time Ukrainian couples who need surrogacy in combination with embryo dona-
tion, couples who are not officially married and single Ukrainians of both sexes 
who want to become parents through surrogacy come to Russia as genetic link, 
marital status and sex are irrelevant when arranging a surrogacy program there.
Intended parents who would like to save on egg donation when arranging 
a surrogacy program might go to Armenia where it’s explicitly allowed to use 
surrogate’s eggs.
There is a clear need for harmonization of legislation and equal standards, 
as all patients willing to become parents through ART should have equal ac-
cess to required techniques at home. The patients should have at least access 
to information as for possibilities existing in neighboring countries, as well as 
legal peculiarities and disadvantages in the country where their reproductive 
program might take place.
Legislators should do their best to save their compatriots travelling abroad 
from potential dangers and to avoid any harm for the children born through ART.
The majority of CB patients was from Italy (97.3%, 71/73) and came for 
legal reasons (64.4%) and expected improvement of quality of care (23.3%). 
Thirty two point nine percent (24/73) referred to psychological discomfort re-
lated to travelling and being treated abroad, problems related to financial ex-
penses (36, 5%, 26/73) and job related problems (11%, 8/73).
Twenty one point nine percent of the CB patients showed depression (mostly 
low and moderate) vs. 35.6% of the local patients, without significant differences.
The average level of anxiety was significantly higher in CB patients (STAI-
E:24.9 ± 8.6 vs. 19.9 ± 10.2; p < 0.05). Specifically, CB oocyte recipients 
showed a STAI-E average significantly higher than local recipients (27.1 ± 6.8 
vs. 18.7 ± 10.5;p < 0.05).
In the personality profile, significant differences were found only in the 
activity scale this being higher in CB patients.
Conclusions: Our findings show that 1/3 of CB patients refer to psychological 
discomfort related to financial problems and absence at work. This fact together 
with reproductive background, as well as the need for donors’ oocytes, could 
explain a higher level of anxiety in CB patients. Depression is found in a con-
siderable percentage in both groups of patients.
It seems necessary to develop psychopathological screening methods for 
CB patients in order to increase the safety and quality of CBRC.
Reference
1 Shenfield F, De Mouzon J, Pennings G. et al. 2010. Cross border reproductive care in 
six European countries. Hum Reprod, 25:1361-1368.
P-067 Prosecuting for cross-border reproductive care: the morality of 
extraterritorial legislation
W. Van Hoof1, G. Pennings1
1Universiteit Gent, Bioethics Institute Ghent, Gent, Belgium
Introduction: Turkey has recently become the first state to ban reproductive 
travel in pursuit of donor gametes. Several states in Australia have enacted or 
are considering laws that prohibit international commercial surrogacy. The only 
widespread extraterritorial regulation of private life concerns female genital 
cutting (FGC), sex with children and (largely in the past) abortion. We consider 
whether such regulation is morally justifiable in the case of cross-border repro-
ductive care (CBRC). In general, extraterritoriality is only justifiable if an act 
causes significant harm or violates a fundamental right.
Material and Methods: We rely on a double consistency argument. 1) When 
a state issues a law to prohibit a certain act because it causes significant harm 
or because it violates a fundamental right, it should try to prevent and/or pun-
ish these acts when performed abroad by its citizens. 2) When the state adopts 
certain measures to prevent cross-border crimes, it should do the same for other 
acts that share the same morally relevant dimensions.
The second consistency argument is developed through analogical reasoning. 
There are important reasons to regulate medically assisted reproduction, includ-
ing the welfare of the future offspring, the commercialisation of bodies or body 
material, the protection of and respect for the embryo and the moral view on fam-
ily formation and reproduction. We found extraterritorial laws that are justified 
by similar reasons: 1) abortion laws express respect for the embryo and foetus, 2) 
sex with children laws intend to protect children from abuse, and 3) female geni-
tal cutting involves respect for women and their rights. If we can establish that an 
ART application shares some relevant characteristics with the paradigm, the rule 
of the paradigm (i.e., extraterritoriality) should also be applied to the ART case.
However, there are significant dissimilarities as well. Sex with children and 
the extensive forms of FGC are never acceptable because they always cause 
significant harm or violate fundamental rights. In the case of CBRC, there is a 
possibility for good regulation which minimizes possible harms and there are 
on-going disputes about whether fundamental rights are violated. Unlike FGC 
and sex with children, practices like commercial surrogacy, gamete donation 
and other instances of CBRC are not intrinsically wrong.
Conclusions: Our first consistency argument identifies extraterritorial legisla-
tion as a justifiable tool to regulate conduct: if an act is morally wrong, it does 
not matter where it takes place. However, the dissimilarity in the analogies we 
scrutinise for our second consistency argument shows that extraterritoriality is 
a radical position that is inappropriate in the case of CBRC. While the majority 
in a democratic society may have the political right to impose legislation on 
private life (e.g. no gamete donation because of religious beliefs), such restric-
tions may still be morally unjustifiable. Rather than turning to extraterritorial 
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